These are two cases of great radiological interest which presented with minimal signs but with dramatic, unexpected and somewhat similar radiological appearances.
his left hand. It became worse with concentrated effort and, although always present, was least troublesome when the hand and arm were supported at rest. The other limbs were not affected. He also complained of some paralsthesile on the left side of the face, some dysphagia for liquids, and noticed difficulty in pronouncing the letter "L".
On examination.-No intellectual impairment was found. There was some bilateral proptosis (said to have been always present), and there was asymmetry of the skull with bulging on the left side in the temporo-parietal region. In his central nervous system there was bilateral papilluedema, a right upper quadrantic homonymous field defect, some minor loss of hearing in the left ear, and questionable diminution of pin-prick and temperature sensation of the first division of fifth cranial nerve on the left. The tremor was coarse, originating primarily in the proximal muscle groups; it disappeared almost completely if the arm was at rest, and was exaggerated by effort.
Investigations.-(I) EEG suggested a tumour seated deep in the left temporal lobe.
(2) Plain X-ray of skull showed areas of linear calcification on the left side, posterior to the sella, which had a rather soap-bubble appearance. In addition, there was a faint curvilinear area of calcification which, although not well seen in the reproductions, was well seen in the actual films. The sella showed pressure changes, the coronal suture was widened. A lateral view is shown with the areas of calcification marked in, and a full axial view shows widening of the left middle fossa, destruction of the tip of the petrous temporal bone, and an ill-defined anterior border to the margin of the left middle fossa ( Fig. 1A , B, C). (3) Left carotid arteriography showed, in lateral view, gross upward bowing of the sylvian group corresponding in its extent almost exactly with the crescentic calcification noted in the plain films. The A.P. view confirmed the lateral view appearances, and showed dislocation of the entire vascular tree on the left to the right. An oblique view showed both external and internal carotid filling ( Fig. 2A , B, C).
As a result of the radiological investigations the following diagnoses were consideredcholesteatoma, calcified subdural haematoma and osteoclastoma. The diagnosis of an osteoclastoma, although sounding a little far-fetched, was suggested by Dr. R. Hoare who recalled a case published by Dinning (1953) X-ray changes to this case. Indeed, the changes' in the squamous temporal bone, seen in the lateral view, do have the soap-bubble appearance often seen in osteoclastoma elsewhere. However, it was thought that the arteriogram ruled this out as both external and internal carotid circulations showed an absence of pathological vessels or venous lakes filled with contrast, which is said to be characteristic of the arteriographic manifestations of these tumours (de Santos-quoted by Sutton, 1955) . A calcified subdural haematoma is extremely rare in adults (Bull, 1940) . Two cases were reported by Critchley and Meadows (1932) , and Martin (1931), but in each of these cases the patient was a young adult with a history going back into earliest childhood and in which the malleability of the infantile skull had resulted in their survival.
The most favoured diagnosis was that of a cholesteatoma or epidermoid tumour, although it is uncommon for these to calcify intracranially (Shanks and Kerley, 1951) . The bone defects in the skull vault, in addition, had not the clear cut, crescentic, sclerotic margin so often seen in this lesion (Schwartz and Collins, 1952) .
The case was subsequently transferred to Mr. Wylie McKissock and I quote from his operation notes: "The bone in the whole of the temporal region was thin and in the centre of the squamous part there was a defect. Removal of this part of the bone showed a tense, blue, cystic, extradural tumour which was multi-coloured, part vascular, part avascular, and contained multiple cysts. It extended medially and probably almost to the mid-line, and examination of the floor of the middle fossa again showed eroded bony defects. While removing the capsule thin plates of bone were found in several places suggesting that the tumour had arisen in the diploic space in the base of the lateral wall of the skull." The tumour was completely removed.
Histological report recorded that it presented the features of a neurofibroma.
Mr. McKissock has not seen a similar tumour in twenty years' neurosurgical practice.
The patient made an uneventful and complete recovery. Case II.-J. B., male, aged 18. Trainee draughtsman. Admitted to the National Hospital under the care of Dr. S. P. Meadows, complaining of headache, nausea and blurring of vision. The headache had been present for three weeks, the blurring of vision for six days prior to admission. This was associated with inconstant diplopia.
On examination.-Bilateral papillerdema.
Investigations.-(I) EEG suggested a deep hemisphere lesion, which was left-sided and maximal in the temporal region.
(2) Plain X-ray of skull showed a large, round, calcified, intracranial mass in the left temporal region. The calcification in the mass was mainly peripheral and, in addition, there were three sharply defined areas of bone destruction with sclerotic margins. The pitutiary fossa showed signs of raised intracranial pressure (Fig. 3A, B ).
( At operation (Mr. Wylie McKissock) a large, cystic tumour was discovered which contained large quantities of candle-grease-like material characteristic of that found in cholesteatoma. The tumour was completely removed.
Histologically it was characteristic of a cholesteatoma. The patient made an uneventful and complete recovery.
Summary.-These two cases have been presented as intra-diploic, intracranial tumours which were apparently calcified. They had arisen in the diploe of the skull vault and pushed before them a thinned layer of the inner table. It is important, from a radiological point of view, that this possibility should be appreciated and that the calcification of the tumours was apparent and not real, especially as calcification in epidermoid tumours is uncommon and almost unknown in neurofibromata.
